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Dlsclalmer for Plan of Correction

Kocoo .
Preparation and/or executlorr of this Plan of

KGO0 | INITIAL COMMENTS

- POC ACCEPT|

=D _ | Correctlon does not constitute-an admlsston
42 CFR 483.70(s) . or agreement by Lakebrldge Health Care -
SEP 3 20'3 | Center of the truth of the facts alleged or

x gﬂﬂ'ﬁnﬂoﬁlﬁ 1995 W’X concluslons set forth In the statementof  °

. deflclencles, Lakebridge Health Care Center

g ggg}iﬁ( UNDER: 2000 EXISTING " [flles ths Plan of Correction solely because It
Is required to do so for continued state

Type of Structure: One story, Typa V (114), 1995, llcensure as a health care provider and/or

protected, combustible wood frame constiuciion. for participation in the Medicare/MedIcald
The facllity has seven smoke compariments and program. The facility does not admit that
a complete automalic (dry) sprinkler system, any deficlency existed prior to, at the tline

. ) of, or after the survey. The facllity reserves
A Comparative Federal Monitaring Survey was ' all rights to contest the survey findings
conducted on 8/14/2013, followlng a State : through Informal dispute resolution, formal

Agency Suivey on 07M5/2013, In accordance
with 42 Code of Federsl Regulations, Part 483:
Requirements for Long Term Care Faclities.
During this Comparative Federal Monitoring

appeal and any other applicable legai or
administrative proceedings. This Plan of
Correction should not he taken as

Survey, LakeBridge Healthcare Center was lotind establishing any standard of care, and the
not to be In compllanca with the Requirements for facllity submits that the actions taken by or
Participatlon in Medlcare and Medleald. ) In response to the survay flndings far
) ) exceed the standard of care, This docu-

The ﬁ"dtf;lﬂs that ‘;31"?"“:?‘"2"082‘?‘9”: dorel ment is not Intended to waive any defense,
nencompllance with T , Cade of Federa . y trative, civil
Regulatiens, 483,70 {a) ef seq, {Life Safely from . iﬁigrzli:;ﬁt;i::::ﬁngadminls atlve, cvilor

- Fina). *

K 054 | NFPA 101 LIFE SAFETY CODE STANDARD K054

S8uF _ ' K 054

All required smoke detsdlors, Including those Lakebridge Health Care Center belleves its

activating door hold-open devices, are approved,
mainialngd, inspe ctedpaBM tested in accordancs . tcurrent practices were in compllance with
with the menufacturers speclfications,  9.8.1.3 the applicable standard of care; but In

order to respond to this cltation from the

surveyors, the facllity is taking the
r following additlonal actlons:

This STANDARD [s niot met as evidencad by: &

Based on record review and interview, the facility

. L@mm’ BIRECTORS ORPROWBG%ENTAHVEB EIGNATURE a t - ‘ '%E f 5 ' ? /&%@1 T;j{"@

Any deficancy b{atament ending With an asiersk * gunolas a deficiency vhich the institution may be excused from comecting providing it fa dotoimined that
olher safeguards provide sulficlont proteclion to the pitdents. (Ses Insiructionx) Excapt for nuirsing homes, tha findings slaied sbove ers disciasabie 90 days
folloving tha date of survey whelher or not a plan of corection Is praviied. For nuralng homes, the above findings and plans of tormclion ara disclosabla 14 |
days [cEoviing the date thass documenis are made avallabls to the faclity, ¥ daficlencias are clted, en approved plan of cameclion 1s requislte 1o continuad

program pattcipation.
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K 054 { Conlinued From page 1 K054 -

falled to provide docurmentation of smoke
sansllivity testing of the facllily smoks detectars
on the fire alarm system. The deficlent praclics
affected seven of seven smoke compasimants,
staff and all resldonts. The facllity has the .
capacity for 109 beds with a census of 101 the
day of survey. .

Findings include:

A review of the facility fire alarm system testing
records on 8/14/2013 at 4:05 p.m. revealed the
faci{ity was unable to provide decumentation of
blannual smoke detector sensitivity testing slnce
the last test performed on 7/1/2011, Two
pravious smoke sensitivily test reports dated
5/26/09 and 04/05/07 showad fest frequencies
over two yeara and contained data for smoke
detectors that had falled the smoke sensivity
test, The facflity faflad to provide documantation
of faflures or nulsance alarms with a history of
two complets bl-annual test eycles without
failures In order to extend the duration In between
tests. The most recont smoke sansilivity lestwas
ovardue by 45 days,

Interview with tha Malntenance Supsrvisor on
871412013 at 4:05 p.m.,. Indicalsd the facility was
net aware of the requirament for blannual
sensitivity testing.

Tha census of 101 was verified by the
Adminlstrator on 8/44/2013. The finding was
acknowledged by the Administrator and verfied
by the Malntenance Supervisor during the exit
Interview on 8/14/2013.

Actual NFPA Standard: NFPA72, 7-3.2.1,
Smoke detestor senslitivity shall be checked

The Smoke Detector Sensitivity Test was
completed on 8/29/13 and blannual
sensitivity testing was scheduled by the
Malntenance Dlrector on 8/14/13.

Idéntlﬂcatton of Other Areas with
Potential to be Affected

The Malntenance Director reviewed with
the Fire Alarm Company on 8/14/13 that
the Smoke Detector Sensitlvity Tests must
be scheduled biannually and proper
documentation provided,

Systematlc Changes

Measures to assure compliance include
adding Life Safety Check Log, to inciude !
Biannual Smoke Detector Sensitivity .
Tests, to the already exlsting Life Safety -
Audit. This audit wiil be completed and
documentation put in place on a monthly
basis by the Malntenance Director.

Maonitoring -

Restilts of thase audits will be reported
monthly to the Performance
Improvement Committee for review and
recommendatlons. The Parformance
Improvement Committee consists of the |
Administrator, Medlcal Dlrector, Director
of Mursing, Assistant Dlrector of Nursing,
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. Diatary Manager, Consultant Pharmaclst;
K054 Continuad From page 2 K054 MDtS ;\:‘24 Asse‘;sr;mnt MNurse; House- , -
within 1 year aRter Installation and every slternale keebing Subervisor, Malntenance
yearthereafter. After the second required 28ping Supervis i’ D
callbration test, If sensltivity tests indlcate that the Director, and Social Services Director.
detector has remalned within ite listed and The Committee's recommendations will
marked gensitivity rangs {or 4 percent be followed up by the Ac_lmlnlstrator and
obscuration light gray smoke, if not marked); the the Maintenance Director. 9/3/13 .
length of time betwaen callbration tests shall ba
permitted to be extended to & maximum of &
years. If ihe frequency fs extendad, records of
detector-caused nuisenca afarms and
subsequent fronds of these alarms shalibe °
mainfained, in zohes or in areas where nuisance
alamns show any Increase ovar the previous year, \
calibraflan tests shall be performed. :
K 086 | NFPA 101 LIFE SAFETY CODE STANDARD - Koss|-K_086 ’
88=D
Smoking regulations are adopted and Inclids no
less than the following provisions: Lakebridge Health Care Center belleves its
current practices were In compliance with
(1) Smoking la prohiblted in any room, ward, or the applicable standard of care, but in
gmgz:ﬁ“;?:g‘::::ia:‘&?nbgﬂgﬂm stored order to respond to this cltatlon from the
and in any other hazardous locatfon, and such sulrveyors, the faclitys takl.ng the
area Is posted with signs that read NO SMOKING foifowing additional actions:
or with the International symbal for na smoking.
Correctlve Actlons for Targeted Residents
{2) Smoking by palients classified as not . )
responsible Is prohibited, except when under Metal containers were purchased on -
dirsct supervislon. 8/28/13 by the Malntenance Directar for
(3) Ashtrays of noncombustible materal and safe the Staff Smoklng Area near Zone 4 In
deslgn are provided In all areas where smoking Is order for ashtrays to be emptied and to
permitad, permit smoking materials to be
(4 Metal contalers with selt<los! completely extingulshed prior to dlsposall
conainers with seli-tosing cover with other combustible trash. q -
davices Inta which ashirays can be sinptied are othe
raadlly aveallable to all areas where smoking Is i
pormitied. 198.7.4 -
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This STANDARD Is not met as evidenced by:

Based on observation and intarviewy, the facllity
falled to provide metal contalners with selt-closing
davices into which ashirays can ba emptied. The
deficlent practice affacted one of two deslgnated
smoking areas and one of seven smoke -
compariments, four staff and no residents. The
faclfty has the capacity for 102 bads with a
cansus of 101 the day of strvey,

Findings Includs:

Observation on 8/14/2013 at 2:00 p.m. revealed
the dealgnated ouidoor Staff emoking area near
Zone 4 was not equippaed with a metal contalner
with a self-closlng cover Infe which ashirays could

comploetely extingtished prior to diaposal with
other combustible trash.

Interview on 8/14/2013 at 2 p.m. with the fagility
Maintenancs Supervisor ravealad the facility was
not aware of tha requirement to provide a metal
contalnar with self-closing cover in smoking
areag,

The cansus of 101 was verified by tha
Adminlstrater on 8/14/2013. The finding was
acknowledged by thé Administrator and verified
by the Malntenance Supervisor during the exit
intarview on 8/14/2013.

Actual NFPA Standard: NFPA101 19,74 (3), (4}.
Ashirays of noncombustible matedal and safe

be emptied and to permit smoking matedals to be

K086/ potantial to be Affected

compliant.

Systematic Changes

-properly.

Monitoring

Smoking areas were inspected on
8/14/13 by the Maintenance Director to
ensure that smoking materfals can be
extinguished prior to disposal with other
combustible trash and were found to be

Measures to assure compllance include
monthly Performance Improvement
Inspections, with documented results by
the Housekeeping Director and the
Maintenance Director to ensure that
these containers are in place and used

Documented results of these Inspactlons
will be reported monthly to the
Performance Improvement Committes_
for revlew and recommendations. The
Parformance lmprovement Commiitee
conslsts of the Adminlstrator, Medical
Dlrector, Director of Nursing, Assistant
Plrector of Nursing, Dlatary Manager,
Consuttant Pharmaclst, MDS and
Assessment Nurse, Housekeeping
Supervisor, Maintenance Director, and
Soclal $ervices Dlrector. The Commilttee’s
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. recommendations will be followed up by
K085 | Continued From page 4 K088/ the Administrator and the Malntenance
design are provided In all areas whers smoking Is Dlrector 9/3/13
permittad, Metal contalners with self-closing ’ -
cover devices Info which ashtrays can be emptied
are readily avallable to all areas where smoking Is
parmitted,
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144| K144
88cF|”
(Ganeratora are inspected weskly and exarclsed
under load for 30 minutes per month In Lakebridge Health Care Center belleves its
accordance with NFPA 99, 3.4.4.1. current practices were In complianice with
the appllcable standard of care, butin -
order to respond to this cltation from the
surveyors, the facllity is taking the
following additlonal actions:
Corrective Actlons for Targeted Residents -
This STANDARD !s not met as evidenced by; The Malntenance Director has updated
Besed on record review, observation, and the monthly load test on 8/16/13 to show
Intarview, the facility falled to provida 30 minutes of run time under load. The
documantation of monthly 30 minute load testing Malntenance Director reviewed on
for the emergesicy gensrator, fallad to test the
generator af 30% of name plate rating per month, &/ 19! 13 with t?e facllity's contra]ct_ed
and falled to perform a manual transfer of the generator service to-the name plate
genarator power within 10 saconds for the calculations for proper documentation.
Emargency Power Supply System (EPSS). The They also ensured that the generator was
deficlent practico affected seven of seven smoke transferring correctly In the allotted 10
compartments, staff and ell residents, The facility seconds.
has thé capacity for 108 bads with a census of
101 the day of survey.
Y ¥ den ion of Other Areas with
Findings Include: Patential to be Affected
1. Dudng & revlevt{ of r;ﬁe'ifgdlit}"?h °m°'g°§,°"' The Maintenance Director has reviewed
generator reports for the 12 monihs preceding generator documentation and operation
the survey on 8!14{201 3 at 3:45 p.m. the facllily of the generator with the contracted
Event 1D L0021 Facitily (0: TH$00S ¥ continwretion sheet Page 8of8
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generator service on 8/19/13 and
K144 | Continued From page 5 K 144 | determined that no other items were
was unable to provide documented 30 minute . affacted and it complies with NFPA
monthly load tests of the facllily's emergency - Standards.
genarator. The monthly generator test
decumentation showad 15 minute load testwith a ’
15 minuts cool down ime. Systematic Changes
Interviow with the Mainitenance Supervimrt;n " | Measures to assure compliance include
8714/2013 at 3:45 p.m. reveslad the faclllty was monthly Performance Improvement
not aware of the requirement for a consecutive 30 audits by the Adrainistrator and
minute monthly ivad test. Maintenance Director to ensure the NFPA
2, During record review on 811412013 at 3:60 p.m. Standards are met and that the generator
of the facility’s diese generator Inspection logs for Is transferring emergency power in the
tie calendar yeer priar to the survay, the facility gllotted time. The Malntenance Director
was not abla to provids documented monthiy foad will consult with the contracted generator
testa for 30% of the genarator neme plate rating. service during thelr semlannual -
The ganerator monthly load test documentation inspection on proper load testing,

slated fhe generator was run undar 00% name

plate rating every month, The gensrator was operation of transfar switch and monthly

programmed to nm automatically on a weekly load test documentation.

basis, not under 100% of the name pate rating for

the approximately 200 KW diesa] generators. Monitoring

Intatview with the Malntenance Supervisar on Results of thase audt.ts will be reported
8/1412013 at 3:50 p.m, revealed the facility was monthly to the Performance Improve-
not awarae of the requirement to run the generator ment Committee for review and

at 30% load monthly and to decument conectly recommendations. The Performance

the actual load test results. The facllity had a Improvement Commlttee.consists of the
ctirrant ;m}uai load bank test for the dlsssl Adminlstrator, Medical Director, Director
gonaralor. ) of Nursing, Asslstant Director of Nursing,
3, During testing of the dless] genarator by the _ | Dietary Manager, Consuitant Pharmacist, |
Malntenance Supervisor on 8/{4/2013 at 4:30 . MDS and Assessment Nurse, House-

p.m. the generafor was tumed on by swilching off keeplng Supervisor, Maintenance

an elactrical clrcult on a pane! In the transfar Diractor, and Soctal Services Director.
switch room. Tha genarator did not transfer The Committee’s recommendations will

power gver to the generator within the allotied 10

seconds or over one mintis, be followed up by the Administrator and

the Malintenance Director. 9/3/13
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K 144{ Continusd From page 8 K144

Interview with the Malntenence Supervisor on
8/14/2013 at 4:30 p.m. revealed the faclily was
not aware of the requirement fo perform a manual
transfer of the emergency generater undes 10
saconds. !

The cansus of 101 was verified by the
Administrator on 8/14/2013. The findingwas ~
acknowledged by the Administrator and verified
by the Malntenance Supervisor during the exit
Inferview on 8/14/2013.

Actual NFPA Siandard: NFPA 89, 3-4.4.1.1 (a).
The gensrator set or other altermnate power source
and agsoclated equipment, Including alt
appurtenant parts, shafl bse g0 maintained as to
be capable of supplying servies within the
shorlest time practicable and within a 10-sacond
interval.

Actual NFPA Standard: NFPA 9D, 3-4.4.1.1 {b) 2.
Tha scheduled generator test under Joad
conditions shall include a complate simulated
ocold start and appropriate sutomatllc and manual
transfer of ell essential elacidcal system loads.
Actual NFPA Standard; NFPA 110, 8-3.4, A
written record of the EPSS inspeciions, tests,
exercising, operalion, and repalrs shall be
malntainod on the promises,

Actual NFPA Standards: NFPA 110, 6.4,1* and
6.4.2". Level 1 and level 2 Emergancy Power
Supply Seurces (EPSS)s, including al!,
appurtenant components, shail he inspacted
waekly and shall be exerclsed under foad monthly
for & minimumn of 30 minutas.

Actual NFPA Standard: NFPA 110, 8-4.2*,
Qenerator sets in Level 1 and Loval 2 gervice
shall bo exerclsed at lsast-once monthly, fora
minimum of 30 minutes, using ons of the
following methads:
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Confinued From page 7

g} Under operefing temparature condltfcns or at
notless than 30 percent of the EPS nameplate
rating ’

b) Leading that malntaing the minimum exhaust
gas temperatures as recommanded by the
manufacturer

The date and {ime of day for required testing shall
be declded by the owner, hasad an facllify
oparations.

Actual NFPA Stendards: NFPA 110, 6-4.5. Lavel
1 and Level 2 (ransfer switchas shall be operated
monthly. The monthly test of a transfor switch
ghall conalst of elecirically operating the fransfer
awlteh from the standard position to the altamate
position and then a retum fo the standacd
position.

K144
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